F ew recent issues in psychiatry have polarized the various stakeholders in the mental health system as much as has the propriety of introducing community treatment orders (CTOs). While much of the conflict appears to be based on misunderstanding, some reflects the different philosophical perspectives of the protagonists. This paper outlines the major points of contention and attempts to explain why individuals and groups who share a common concern for the well-being of those suffering from mental illness take such starkly opposing positions on CTOs.
Definitions
A CTO is a legal provision by which a physician may require a person with mental illness who meets specific criteria to follow a course of treatment while living in the community. It is helpful to distinguish between diversionary and preventive CTOs (1) . To be placed on a diversionary CTO, a person must meet the jurisdiction's inpatient committal criteria. In contrast, a person can be placed on a preventive CTO even if he or she does not meet the inpatient committal criteria. The rationale for a preventive CTO is to avert deterioration to the level of the jurisdiction's inpatient committal criteria, and the criteria for preventive CTOs often include a requirement that the person have a history of involuntary admissions.
Other legal models that require an individual to follow a course of care and treatment in the community include court-ordered outpatient committal, which is available in most jurisdictions in the US (2); conditional leave from hospital, which is available in several Canadian jurisdictions (3); and guardianship legislation, which is available in most Canadian provinces. This article uses the term mandatory outpatient treatment (MOT) when referring to the generic forms of compulsory community treatment. Although there are legal and administrative differences between the various types of MOT, the polemics of the debate on their usefulness and appropriateness are similar. Tables 1 and 2 outline the major arguments for and against the use of CTOs. The rationale for the use of CTOs rests primarily on the fact that deinstitutionalisation resulted in the discharge to the community of a cohort of individuals without the insight to recognize that they are ill or that they need treatment. Proponents of CTOs argue that society has a duty to ensure that such individuals receive appropriate care and treatment when, as a consequence of refusing treatment, they are unable to care for themselves or pose a risk to themselves or to others. Proponents claim that research studies provide unequivocal proof of efficacy with no evidence of untoward effects. Opponents object to the coercive nature of CTOs. Opponents also fear that CTOs have unintended negative consequences. They believe that, once available, CTOs will be overused and that there are viable alternatives.
Arguments For and Against CTOs

Origins of the Controversy
Philosophical Perspectives
In his classic libertarian thesis, On Liberty, John Stewart Mill stated that "the only purpose for which power can be rightfully exercised over any member of a civilized community, against his will, is to prevent harm to others. His own good, either physical or moral, is not sufficient warrant" (4). This statement is often quoted by those who oppose CTOs (5). Seldom mentioned is that Mill, in the next paragraph, went on to say "Those who are still in a state to require being taken care of by others must be protected against their own actions as well as against personal injury." Herein lies the source of the contemporary tension between those who subscribe to a deontological philosophy and those who are more utilitarian in outlook. Deontologists propose that individual autonomy is absolute and must be respected in all circumstances, whereas utilitarians believe that the negative consequences of allowing patients suffering from psychosis freedom of choice should, in some cases, limit that choice. This is not a new debate. Freedom of choice for individuals with mental illness was a source of dispute through the 1960s and 1970s, but at that time, the battleground was involuntary inpatient committal and treatment. That battle has largely ended with an affirmation of inpatient civil commitment, although its use is limited by a dramatic reduction in available psychiatric inpatient beds.
In the contemporary debate on compulsory treatment in the community, proponents argue that CTOs prevent involuntary hospitalization and are thus consistent with the principle of providing treatment in the least restrictive setting. This may be a reasonable claim for diversionary CTOs wherein the patient already meets the criteria for inpatient committal, but it cannot be as easily applied to preventive CTOs. Moreover, some critics of CTOs argue that where the coercion occurs is irrelevant: they believe that coercion in any context is noxious (5) . There can be little argument that those subjected to MOT experience coercion (6) . However, recent research findings indicating that individuals with mental illnesses would prefer a treatment order to involuntary hospitalization (7) support the belief that the concept of least restrictive setting has validity.
Slippery Slope
Critics of CTOs suggest that introducing compulsory treatment in the community is the first step down a slippery slope that will end in widespread coercion forcing adherence to all psychiatric, and perhaps even some medical, treatments. However, even where it has been available for many years, MOT is used sparingly (8, 9) . MOT use is probably most extensive in some Australian jurisdictions, where reports indicate an annual use for between 20 and 43 persons per 100 000 (10) . Thus, clinicians use treatment orders for only a tiny proportion of those individuals who suffer from serious mental illnesses.
Concerns that health professionals may ignore individual rights stem from the lack of civil rights accorded to individuals confined to psychiatric hospitals prior to the 1970s. It may be argued that the early 20th-century lack of rights for those institutionalized with mental illness occurred in a context Society has a parens patriae obligation to care for citizens who cannot care for themselves.
Lack of awareness of mental illness is a persistent symptom for many patients.
Offering services is often not enough when patients lack insight.
The assumption that physicians can safely manage patients by committing them just at the point they become dangerous is mistaken.
CTOs are less restrictive than involuntary hospitalization.
Research confirms the effectiveness of CTOs.
No evidence indicates negative effects of CTOs.
Table 2 Arguments against CTOs
Society should never coerce individuals to take treatment.
CTOs extend coercion into the community.
It is more difficult to protect patients' rights in the community.
If we had sufficient services we would not need CTOs.
Coercion will be used as an alternative to providing adequate service.
People should not be coerced to accept services when there are others willing to accept, but who cannot access, them.
People often refuse medications because of side effects or other bona fide reasons.
Research on CTOs is inconclusive.
CTOs will be used to sweep undesirable individuals off the streets.
Hospitals will fill up with nonadherent patients.
Coercion drives people away from the mental health system. wherein the philosophy of individual rights had not been fully established. In the last 30 years, Canadian mental health acts have strengthened individual rights by providing various procedural protections, such as access to an appeals process and the right to representation.
Are Treatment Orders Effective?
Much has been written on whether MOT is effective (11) (12) (13) . Evaluating the clinical effectiveness of MOT is more complex than it first appears, since the measurement of effectiveness depends on the type of MOT, the type of patient, and the desired outcomes. Almost all research studies have used the ability of MOT to reduce hospital use as the primary outcome measure. However, reduced hospitalization is a poor outcome measure (14) : some patients who meet criteria for MOT may actually benefit from spending more time in hospital. Indeed, it is clear that hospitalization rates can be lowered by simply closing psychiatric units, without any improvement in patient well-being.
Research on MOT is a somewhat murky area. Reviews of the early studies have noted methodological weaknesses that inflated estimates of its effect (12, 13) . Two randomized controlled trials (RCTs) have recently been undertaken. One, the New York study, did not find a statistically significant difference in hospitalization between patients on court-ordered outpatient committal and control subjects (15)-probably because there were too few subjects in the study (16) . The other, the North Carolina study, was larger, but the reported effectiveness of outpatient committal in maintaining patients in the community was found in post hoc analysis and limited to patients who spent extended periods on MOT (17) . This result remains contentious (18) .
Researchers have reported other types of improved outcomes for patients on MOT. For example, despite suggestions that coerced treatment in the community may drive patients from the mental health system (19) , it has been consistently shown that patients on treatment orders are more likely to follow up with mental health services (20) (21) (22) (23) (24) (25) . This is an improvement that persists even after MOT is discontinued (20, 21) . The RCT in North Carolina found that patients on treatment orders were less likely to be victimized (26) . Other studies demonstrated a reduction in violent behaviour by patients placed on MOT (24, 27) . However, of the 2 RCTs (both of which excluded violent patients), the New York study reported no effect on violence (15) , while the North Carolina study found that violent behaviour was significantly reduced in those patients who stayed on treatment orders for at least 6 months (28).
It has been suggested that MOT should not be used, pending the results of further RCTs (19) . However, further RCTs are unlikely in the near future. They are intrinsically difficult to conduct (29) , not least because they require that one group of subjects be excluded from the provisions of a legal statute. Moreover, testing the efficacy of MOT is not the same as testing a new medication. Disparate findings are to be expected when different forms of MOT are compared in different types of patients, with different outcome measures. The North Carolina RCT had sufficient power to start to tease out the specific scenarios in which MOT is most likely to be effective. This study concluded that patients with nonaffective psychosis who were maintained on treatment orders for 6 months or longer and provided with high-intensity clinical service demonstrated the greatest reduction in hospital use (17, 30) .
Therapeutic Relationship
Some scholars worry that CTOs may adversely affect the therapeutic relationship (19) . There has been little formal research on the effect of CTO placement on this relationship. The author recently participated in a study in Saskatchewan that used qualitative methods: several patients who were subject to CTOs stated that the initiation of the CTO adversely affected the relationship with their psychiatrist (Keegan DL, Corring DJ, O'Reilly RL, unpublished). However, patients placed on CTO have often previously failed to follow up with mental health services, and as noted above, MOT increases the likelihood of follow-up. Therefore, the appropriate comparison may not be between a good relationship and a bad one but, rather, between a relationship, however strained, and no relationship at all.
Alternatives to CTOs
Are there alternative legal options that are preferable to CTOs? Guardianship is an alternative that is available in most Canadian provinces and that could in some cases achieve the same purpose as a CTO. However, guardianship requires that an interested party be available to initiate the application and to pay the cost of the court process (about $10 000). Many patients who might benefit from MOT have long been alienated from their relatives or come from families who cannot afford the cost of guardianship. Guardianship is also cumbersome: a court hearing is required both to initiate and to revoke it.
Advance directives have also been proposed as alternatives to CTOs (31) . Individuals execute an advance directive when they appoint a proxy decision maker and (or) state treatment preferences for future situations. The Ulysses contract is a specific form of advance directive in which individuals authorize the use of force to ensure that they follow a course of treatment in specific circumstances when they are incapable of making the decision themselves (32) .
Advance directives that outline treatment preferences are most suitable when a person has previously experienced the illness (33). Clinicians recommend MOT for individuals who have chronic illness associated with lack of insight (1). Use of an advance directive requires a period of planning during which the patient is capable of assessing the need for coercion in various circumstances that may or may not occur in the future. However, for many individuals with illnesses such as schizophrenia that starts in adolescence or early adult life and is often associated with premorbid cognitive abnormalities and permanent lack of insight thereafter, there is no opportunity to do this type of sophisticated planning.
Treatment Capacity
All antipsychotic medication can cause side effects. Some side effects, such as parkinsonism or weight gain, may affect an individual's quality of life; others, such as the disruption of glucose metabolism and elevation of lipid levels, can actually shorten life. It is hardly surprising that some patients prefer to hear voices than to experience these side effects. Opponents of CTOs fear that patients on treatment orders will be compelled to take medications that cause intolerable side effects.
When a person is capable of weighing the risks and benefits of treatment and the consequences of refusing treatment, that person has the right to make his or her own treatment decisions. The exception may be a person who has been involuntarily hospitalized. Some scholars argue that, when the state deprives a person of liberty because of mental illness, the state has a further duty to provide standard treatment that is often the only key to liberty (3). However, this argument does not apply to compulsory treatment in the community, where the patient is not confined. Several jurisdictions, including Saskatchewan (34) and Victoria, Australia (10), stipulate that CTOs are only to be used when a person is incapable of consenting to his or her own treatment. The Canadian Psychiatric Association has also adopted this position (1).
The procedure for authorizing treatment when a patient is found to be incapable varies greatly among Canadian jurisdictions (35) . In some provinces, the treating physician decides for the patient. However, it seems preferable that a second responsible person also be involved in deciding the appropriateness of treatment for a patient whom the physician has deemed incapable of consenting to treatment. This would provide some assurance that clinical alternatives, including the possibility of foregoing treatment, are fully considered in cases where patients experience substantial side effects.
Unwarranted Focus on Violence
In public debates on CTOs, the media have tended to focus on their potential for reducing violence perpetrated by persons with mental illness. Indeed, it is often the risk of violence to the general public, rather than any potentially inherent benefit to individuals suffering from mental illness, that galvanizes political will to introduce CTOs. This was exemplified by the public debates on MOT that occurred simultaneously in Ontario and New York State. In both jurisdictions, the major catalyst for the introduction of MOT legislation was the death of young women-Kendra Webdale in New York and Charlene Minkowski in Ontario-who were pushed in front of subway trains by individuals with mental illness. New York State named its new legislation "Kendra's Law"; Ontario called its legislation "Brian's Law," after Brian Smith, a popular sports commentator shot dead by a man with schizophrenia. The focus on violence, especially the naming of legislation after individuals who have been victims of violent acts, perpetuates the association of violence and mental illness in the public mind and leads to further stigmatization of persons with mental illness.
There have long been arguments about whether a relation exists between mental illness and violence (36) or even whether persons with mental illness are less likely to be dangerous (37) . However, recent empirical evidence indicates that mental illness is associated with increased violent behaviour (38), mostly accounted for by patients with active symptoms (39) who are not adhering to treatment (40) . Research also indicates that the use of various forms of MOT may reduce the risk of violent behaviour (27, 28) . However, the low proportion of violent acts by people with mental illness (41) and the low use of MOT mean that introducing treatment orders is unlikely to lead to substantially reduced rates of community violence. Thus, the introduction of MOT is more appropriately debated in the context of the potential benefits to individuals who suffer from severe mental illness.
Duration of CTOs
While CTOs and inpatient civil committal can be renewed indefinitely, the reduced availability of psychiatric beds has increasingly forced doctors to discharge hospitalized patients, even when many of these patients continue to meet committal criteria (42) . There is, however, no such pressure to end the commitment of patients who are on an outpatient commitment order. This has led to fears that people will be left on CTOs longer than necessary (43) .
For how long is it reasonable to require a person living outside hospital to adhere to a plan of treatment? Many patients with psychotic disorders such as schizophrenia have permanently impaired insight: they never come to understand that they are ill and need treatment (44) . It therefore seems likely that some of these individuals will need ongoing compulsion or inducement to adhere to clinical treatment, which probably explains why several research studies have shown that MOT is most likely to be effective when it is used over extended periods of time (17, 23, 26, 28) . Considering the persistence of symptoms in patients who are typical candidates for MOT and the research on MOT duration, it is surprising, and perhaps disconcerting, to find that most patients are maintained on MOT for brief periods (8, 9 ).
An interesting clinical dilemma is raised by patients with a stormy clinical history who settle and remain stable while on a CTO (45) . Is this stability a measure of the success of the CTO and an indication that it should be continued-or is it an indication that the patient has improved and that the CTO is no longer warranted? One germane piece of research found that, when treatment orders are withdrawn for stable patients, approximately one-half do well and the other one-half have poorer outcomes (46) .
Resources and CTOs
It has been suggested that there would be no need for CTOs if governments provided adequate community services (47) . Unfortunately, this assertion must now be discounted: we know that a small cadre of patients who are provided with high-intensity service by assertive community treatment teams persistently refuse treatment and follow-up, owing to their lack of insight (22) .
It is less easy to dismiss concerns that governments struggling with budgetary deficits may be tempted to rely on coercion to ensure adherence to medication treatment as an alternative to providing a comprehensive package of services that include case management, vocational training, and supportive housing. The limited research relevant to this issue suggests that such a strategy would not be successful. In the North Carolina RCT, reduced violence and hospitalization occurred only in those patients for whom sustained MOT was combined with high-intensity services (28, 30) .
Several Canadian provinces have attempted to ensure adequate services for patients on CTOs or conditional leave by requiring in their statutes that services to support the CTO (or conditional leave) must be available in the community. It remains to be seen whether this is sufficient leverage to ensure that services are actually provided.
A CTO commits physicians and other professionals to provide care and treatment in the community just as much as it commits patients to accept the care and treatment provided. When physicians and other clinicians agree to monitor a patient on a CTO, they commit to assisting the patient even if the patient has little interest in following a treatment plan. Formerly, such patients were too often allowed to simply to drop out of treatment and decompensate out of sight.
Critics worry that MOT siphons resources away from patients who voluntarily seek help (19) . This argument might have more validity if more patients were being placed on MOT. Even for the few patients placed on treatment orders, however, it is important to bear in mind that MOT is used because they have severe and debilitating illnesses. In other areas of health care, individuals with the most severe illness are given priority access to scarce resources.
Difficulty Monitoring Rights in a Community Setting
Many hospitals have in-house rights advisors and advocates who can easily provide rights advice and monitor the care of individuals concentrated in a hospital. It is more difficult, but still possible, to regulate care and treatment provided to patients dispersed into the community (48) . It is interesting to note that, for most of the 20th century, society fretted about the difficulties in monitoring what was happening "behind the walls" of large institutions. The introduction of various forms of MOT has highlighted the remarkable progress that has occurred in making the activities of these institutions transparent.
Summary
Deinstitutionalisation is an ongoing process, not a historical event. In the coming years we will be obliged to care for larger numbers of even more challenging patients in community settings. It is difficult to conceive how this can be successfully achieved without transferring to the community some components of the legal authority that has been necessary to provide adequate care and treatment in hospitals. The challenge will be to ensure that patients who have no understanding that they suffer from a mental illness and require treatment receive necessary treatment and care in the community, while at the same time ensuring that coercion is kept to a minimum and that civil rights are respected. Le recours à des ordonnances de traitement en milieu communautaire et à d'autres formes de traitement obligatoire pour les patients externes suscite la controverse. Le débat sur la pertinence d'un traitement obligatoire en milieu communautaire soulève un mélange explosif de questions cliniques, socio-politiques, juridiques et philosophiques. Cet article décrit les principales sources de conflit, présente la position des protagonistes, et les tentatives de répondre à certaines des questions soulevées et de trouver un terrain d'entente.
